Clinical Section 49 stated to be getting weaker and thinner. The striking feature in the condition is the flabbiness of muscles and freedom of movement in articulations, allowing of flexion and extension beyond normal limits, so that the toes can be made to touch the front of the leg and the fingers the back of the forearm, while the legs can be flexed up to the chin. The child can sit up and walk, and is cheerful and intelligent. The face is not affected. The muscles of the limbs, though flabby, show fair bulk, and respond to voluntary impulses. They do not contract to strong faradism, and moderate currents induce no pain. A full account of the case will be published in Brain.
DISCUSSION.
The PRESIDENT said he hoped Dr. Wynter would keep his eye upon the case with a view to seeing what the ultimate result was. He had himself seen two such cases of it in years gone by, but he was not aware of the ultimate issue.
Dr. MORLEY FLETCHER asked why the case should not be regarded as one of severe rickets, in which the stress fell not upon the bones but upon the muscles. Cases of rickets sometimes resembled the present case closely, and he thought that the patient shown was suffering from rickets. He had seen a considerable number of cases with amyotonia and great flaccidity of the muscles, which improved very much under the treatment appropriate for rickets.
Dr. ERNEST JONES asked why the name amyotonia was preferred, as Oppenheim, who first described the condition, assigned to it the name of myotonia congenita, and it was so called in the writings on the subject.
Dr. WYNTER, in reply, said there was but little in the literature, as he believed cases of the kind had only been described during the last year or two. The flaccidity of the muscles had existed from birth. There were two other children in the family, quite healthy. The absence of electrical reaction in the present case was a feature which would scarcely exist in simple rickets, and changes in the bones were not very marked. M., AGED 50. Admitted to Middlesex Hospital July 11, 1907. For a week there had been swelling of abdomen and legs, with slight jaundice. He had been rather a free beer drinker. There was no evidence of cardiac disease, but the daily output of urine was only 15 oz., and it contained a trace of albumin; specific gravity 1010. Purgative diuretics and Canadian hemp were tried without effect. The ascites increased, and on August 26 tension was relieved by removing 300 oz. of fluid. This was only of temporary benefit, and on September 23 Mr. Sampson Handley made a small incision below the umbilicus and several pints of fluid escaped. An incision as for femoral hernia was then made, and with the aid of one finger in the abdominal cavity the process of peritoneum was drawn down, split, and the edges stitched right and left to maintain the opening. The wounds were then closed. Owing to some leakage at the femoral wound, paracentesis was performed a week after operation. Some oozing from a stitch puncture in the thigh continued for about three weeks, showing that the communication with the peritoneal cavity remained open, but the ascites did not recur, and by November 20 there was no perceptible fluid in the abdominal cavity. The patient has been walking about the ward for a fortnight, and neither femoral hernia nor cedema of the leg has developed; indeed, the girth of the right thigh is an inch less than on the opposite side. In this case the femoral operation was performed deliberately for the cure of ascites, with the object of draining the abdominal cavity into the tissues outside the abdomen, so saving repeated paracenteses and the removal of quantities of albuminous fluid, and to enable the patient to get about.
Mr. SAMPSON HANDLEY said that, although he was associated with Dr.
Wynter in the case, the idea was entirely due to Dr. Wynter, and that he had simply carried out the operative work. He made a flap incision over the femoral ring, as for femoral hernia, so that the line of the incision should not correspond anywhere with the opening in the ring. The convexity of the flap was directed outwards. The main difficulty was that the peritoneum did not bulge through the femoral ring, notwithstanding the pressure of the ascitic fluid; and that, owing to the prominence of the abdomen, it was difficult to find the femoral canal without risk to the femoral vein. It was therefore necessary to make a small median abdominal incision, large enough to admit one finger, by which he felt the crural ring, and made the peritoneum of the crural canal protrude into the femoral incision. In future cases he proposed to tap the abdomen with a curved trocar just above the pubes, and, through the cannula, having allowed a certain amount of fluid to escape, to introduce a long curved seeker fitting the cannula, by means of which one would find the ring from inside, and make the peritoneum of the femoral canal protrude. The peritoneum was seized by two pairs of forceps and snipped between by scissors. Two sutures were next introduced, one on each side, taking up the peritoneum of the femoral canal and also passing through Poupart's ligament. When these sutures were tied, the patency of the artificial opening was secured, its edges gaping widely. The operation was completed by suturing the skin.
